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Introduction 
Chronic pelvic pain is a condition believed to afflict millions of women throughout the 
world.  Depending on the population under study and the definition used chronic pelvic 
pain (CPP) is a condition that has been reported to affect an estimated 3-40% of women 
aged between 15 and 75 years 1-6.  According to one systematic review “it is the single 
most common indication for referral to gynaecology clinics” (p. 749) 3.  There currently 
exists no generally accepted definition of CPP however the European Association of 
Urology (EAU) 7 regard CPP as a pain that is non-malignant in nature and that the pain 
is `perceived’ as emanating from the structure of the pelvis.  As suggested by Hudson 1 
this can include, but is not limited to, the anterior abdominal wall, the lumbosacral back, 
or the buttocks.  Notwithstanding, the literature suggests that to be defined as CPP the 
pain must not be attributable to being pregnant, menstrual pelvic pain (dysmenorrhoea) 
nor associated with pain during intercourse or sex (dyspareunia) 4, 8. According to The 
American College of Obstetricians and Gynecologists 9 for pelvic pain to be considered 
chronic pain the pain must have been persistent for a minimum of 6 months.  However, 
the EAU 7 qualify that where non-acute pain mechanisms are reported pelvic pain can 
be regarded as chronic irrespective of the duration. 
 
A review of the literature of CPP reveal that most studies focus on select groups of 
women with paucity in the current literature for population based studies of CPP.  
However four significant papers do exist, providing population estimates on CPP in 
women.  One of these studies by Mathias et al 2 was a national telephone survey which 
asked over 5000 women, between the ages of 18 and 50, questions about CPP: almost 
15% of the those interviewed experienced CPP.  Zondervan et al 8 using a postal study 
surveyed over 3000 British women between 18 and 49 of which 24% had reported CPP.  
The third study, set in New Zealand, surveyed more than 2000 women aged 18 to 50: 
25% indicated experiencing CPP.  The last study by Pitts et al 10 (under review) 
surveyed almost 2000 Australian women aged between 16-49; one in five women 
reported CPP.  A limitation of these studies however is that the study designs are cross-
sectional, as such it is not possible to study the association of any factors over time. 
 
Although a few longitudinal studies of CPP have been published these do not 
incorporate representative samples of the population; rather the populations under study 
are specific.  For example Haggerty et al’s 11 study focused CPP as a primary sequelae 
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of pelvic inflammatory disease (PID) in a predominately black, urban cohort.  
Zondervan et al 12 explored the genetic characteristics of CPP using data from an 
Australian twin cohort.  The results of these studies do provide valuable insight into risk 
factors for CPP but are limited in the degree to which the information can be 
generalised to the broader community. 
 
It quickly becomes apparent from the literature that the aetiology of CPP for most 
women is often considered unidentifiable, poorly understood and or quite varied 8, 12-14.  
Obviously, this can result in a distressing and frustrating time for suffers and 
practitioners alike.  Many of the factors thought to contribute to the development of 
CPP are assumed to be organic and include gynaecological problems such as (PID), 
endometriosis or adhesions, or problems associated with bowel or bladder function 11, 15.  
Furthermore, although CPP is a condition that by its definition does not include 
dysmenorrhoea or dyspareunia it is a condition that may be experienced concurrently 
with either of these 1, 15.  As such, disentangling risk factors for CPP from confounding 
effects of dysmenorrhoea or dyspareunia can be challenging. 
 
With most studies in the literature generally focusing on organic aetiological aspects of 
CPP it is instructive to also identify social or demographic correlates of CPP.  
According to Hudson 1 women with CPP (compared to women without CPP) are 
typically no different in terms of age, race, ethnicity, education, socioeconomic status 
(SES), or employment.  Similar findings have been reported by others 2, 3, 8, 16.  Other 
studies (detailed below) are quick to note strong associations between CPP and a history 
of sexual abuse, sexually transmitted infections and depression or anxiety. 
 
The prevalence of sexual abuse or sexual coercion, unfortunately, in most cultures, is 
substantially high; although reported rates between countries do vary.  For example, a 
summary study of rape and sexual coercion in South Africa 17 reported seven percent 
prevalence of forced sex whereas a United States study indicated a prevalence of 20% 
18.  According to the World Health Organisation 19, worldwide, almost one in four 
women have indicated experiencing forced or attempted forced sex: and this was by an 
intimate partner. A recent study of a representative sample of Australian women aged 
between 16 and 59 indicated that over 20% had reported experiencing sexual coercion 
in their lifetime 20.  The reported association between CPP and sexual abuse is 
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frequently noted 3, 21-25 however many studies reporting an association between CPP and 
sexual abuse are based on historical reports from a sample of women reporting CPP .  
Furthermore, these studies are typically based on small sample sizes (often less than 100 
cases).  It is possible that the design of such studies may lead to results that, whilst 
being significant, are misleading.  
 
Given the gynaecological location of CPP it is not surprising that sexually transmitted 
infections (STIs) may be risk factors contributing to CPP.  Research suggests that STIs 
such as chlamydia or gonorrhoea can lead to PID, and PID is regarded as a major risk 
factor for CPP 11, 26, 27.  Furthermore, STIs can be considered a marker for sexual health 
risk 28.  Evidence suggests that a history of STIs not only contributes in the transmission 
of other STIs but also the acquisition of other STIs 29.  That is, people reporting a 
history of one STI are more likely to also report a history of other STIs.  Also, those 
who are at risk of STIs tend to report engaging in sexual activities at younger ages and 
having a history of many sexual partners 30, 31: it is considered that these factors may 
also be associated with CPP 23.  Finally, it must be emphasised that a history of STIs are 
also associated with a history of sexual abuse 20, 32. 
 
Among the social and biological factors of CPP described other literature has also 
indicated significant associations between psychological factors and CPP: namely, 
depression and anxiety 13, 21, 22. Whilst much of the literature reports strong associations 
between depression and/or anxiety and a history of CPP some studies do not 33.  Given 
the cross-sectional design of inherent in many of these studies it is impossible to 
determine whether CPP is a result of depression and anxiety or a risk factor.  Zondervan 
et al 12 noted “since symptoms of depression and anxiety are often found in women with 
CPP, reduced psychological well-being has also been regarded as a potential cause 
(rather than a result) of the persistent pain” p177).  Notwithstanding, women who have 
reported experiencing sexual coercion are also more likely to report a history of 
depression and/or anxiety 20, 21, 34. 
 
Most research regarding CPP stems from data collected through cross-sectional studies 
the data in this paper comes from longitudinal study which presents a number of 
benefits.  Cross-sectional studies are typically inexpensive and provide snap-shots of 
information at a given point in time.  Longitudinal studies collect information from 
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repeated observation over a given time span and, as such, are typically expensive 35.  
Cross-sectional studies only provide prevalence rate information whereas longitudinal 
studies provide both prevalence and incidence rate data.  In longitudinal studies subjects 
can act as his/her own control however this also means observations are not independent 
and that any correlation within subject needs to be accounted for 36.  For longitudinal 
studies it becomes imperative that analysis needs to accommodate the correlation or the 
observational dependence of the data that is intrinsic within such studies. 
 
Numerous textbooks identify a variety of approaches to ‘best’ model longitudinal data 
37-39.  A question which is imperative to choosing the most appropriate model relates to 
the research focus: is the focus of the study about population averages or individual 
changes? If the outcome of interest is about the population, marginal models such as 
generalised estimated equations (GEE) with working correlation structures; if the 
outcome of interest is about individual changes across time then random effects models 
are appropriate 40. 
 
Using data from a nationally representative cohort of Australian women this paper is an 
expansion to the recent cross-sectional study reported by Pitts et al 10 (under review) on 
correlates of CPP.  Consisting of data from three interview panels the focus of this 
paper is to explore a number of risk factors associated with CPP across time.  The focus 
of this paper centres on individual changes thus any correlation of data within 
individuals will be treated as a nuisance parameter 40.  Utilising a simple random effects 
model to produce subject-specific effects the aim of this paper is to build the ‘best’ 
model for predicting risk factors of CPP. 
Model description 
Simple random effects models refers to models were only the intercept of a slope is 
assumed to vary in contrast to a random effects model where both the slope and the 
intercept may vary 40.  Analysis for this data is performed using the following maximum 
likelihood model for conditional effects (1.1) given the fixed effects (covariates) and the 
random effects (the intercept) of the model.  It is assumed than random effects follow a 
normal distribution.  Analysis is performed using Stata’s 41 xtlogit commands. 
 6 
 
* *
0
1
* *
0
1
exp
| ,
1 exp
P
p ijp i
p
ij ij i P
p ijp i
p
x b
E Y x b
x b
β β
β β
=
=
 
+ + 
   =   
+ + + 
 
∑
∑
  (0.1) 
Where *pβ  represents the effect of covariate ijpx  of an individual’s chance i  of having 
the outcome at time j .  The exponential of *pβ , 
*
peβ , provides the odds of the outcome 
of interest for an individual i  having the covariate ijpx compared to not having the 
covariate at time j .  The parameter ib  represents the random intercepts of the model.  
The model assumes that all covariates added in are fixed effects except for the intercept.  
When random-effects models are implement it is essential to specify what particular 
integration method will be used to account for the random-effects (i.e., intercept).  
Differing methods with differing number of integration points impact the results of the 
likelihood estimate as well as coefficients and standard error of the model.  With Stata 
the default method is the mean and variance adaptive Gauss-Hermite method using 12 
integration points 42. 
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Method 
Data for this study is from the Australian Longitudinal Study of Health and 
Relationships 43.  Participants were from a random sample of Australians aged 16-64 
years who completed a computer assisted telephone interview. Household sampling was 
drawn using random digit dialling as in our previous study 44. Where more than one 
household member was eligible, the participant was chosen at random.  For the first 
panel of data collection a total of 4,382 women were interviewed; the response rate was 
57%.  The data consists of responses to the first three interview panels 1.  Data from this 
study includes all women who were aged between 16 and 49.  For each data panel 
women were excluded from analysis if they reported currently being pregnant. 
 
Survey items 
In this study the definition of pelvic pain was ‘any type of pain in the lower part of your 
belly.  That is, from your belly button down’.  During the interview, women were asked 
a number of questions about their experiences of pelvic pain during the previous twelve 
months.  They were asked questions about dysmenorrhoea, dyspareunia, and any other 
pelvic pain not associated with sexual intercourse or periods. Dysmenorrhoea was 
described as ‘pelvic pain with periods, including irregular bleeding while on the pill or 
on hormone replacement therapy’.  Dyspareunia was defined as ‘pelvic pain during or in 
the 24 hours after intercourse’ and other chronic pelvic pain as ‘pelvic pain not 
occurring with periods or intercourse, either on and off or constantly’.  Questions 
related to dyspareunia were only asked of women who reported having sex in the last 12 
months; similarly questions about dysmenorrhoea were only asked of women who 
reported have a period.  To overcome data reduction due to the design of the 
questionnaire, data for both the dyspareunia and dysmenorrhoea covariates were 
restructured: data options for dyspareunia now include ‘sex, no pain’, ‘sex, pain’ and 
‘no sex’ (in the last 12 months) and for dysmenorrhoea now include ‘period, no pain’, 
‘period, pain’ and ‘no period’ (in the last 12 months).  
 
                                                 
1 Data collection for panel 3 is still underway as such data from panel three represents only half of the 
respondents interviewed at the second panel. 
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Main covariates of interest 
Other variables of interest included a history of sexual coercion, the age at first vaginal 
intercourse, the number of heterosexual (and sexual) partners ever and in the last 12 
months, a history of STIs, and questions about depression and anxiety.  Data for these 
covariates were obtained from the following questions listed below.  A number of 
demographic questions were also canvassed: year of birth, education, employment 
status, rurality and relationship status. 
Sexual coercion: ‘Have you ever been forced or frightened into doing 
something sexually that you did not want to do?’ 
Age at first sex: ‘How old were you when you first had vaginal 
intercourse?’ 
Number of heterosexual2 
partners in lifetime: 
‘In your whole life, with how many different males 
have you had any form of sexual experience? 
Number of heterosexual 
partners in previous 12m: 
‘In the last 12 months with how many different males 
have you had any form of sexual experience?’ 
Sex in the previous 4 weeks: How many times in the past 4 weeks have you had sex 
with him? (recode as yes/no) 
STIs: ‘Have you ever had …?’: chlamydia; genital herpes; 
genital warts; syphilis; gonorrhoea; pelvic 
inflammatory disease (PID); bacterial vaginosis; 
trichomoniasis; vaginal candida; urinary tract infection 
(UTI); crabs 
History of depression: ‘Have you ever been told by a doctor that you have 
depression?’ 
Depression in the last 12 
months: 
‘Are you taking medication prescribed by a doctor for 
this? (depression) 
Anxiety in the last 4 weeks: ‘During the past 4 weeks, how much have you been 
bothered by emotional problems, such as feeling 
anxious, depressed, or irritable?’ 
 
A number of covariates to be modelled are continuous in form.  Before these are entered 
into a model it is appropriate to determine whether the data are linear on the logit scale.  
Each variable is first categorised into quintiles with each quintile being defined by its 
mean value.  The categorised variable is then added as a covariate to the base model: 
first in a continuous form and then in a categorical form.  A Likelihood Ratio (LR) test 
is used to test the null hypothesis that the linear relationship between the transition rates 
of the model and the covariate is equal to the categorical relationship. 
 
                                                 
2 As less than 8% of women reported a history of same-sex experiences it was decided not to incorporate 
a combine total of sexual partners. 
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Results 
A summary of the data structure for this study is detailed in table 1: a dot ‘.’ means no 
observations a ‘1’ means an observation.  The data represents women across three 
panels of data collection.  In total there were 6104 observations across 2993 women of 
which approximately 32% of the data represents women providing data at all three time 
points (n = 954): 1110 (~37%) women provided responses at the first two data panels 
and 776 (~26%) provided information at the first interview.  The remaining 4% of data 
represent other combinations of participation patterns.  The average number of 
interviews per women was two.  Given the information in table 1, it is apparent the 
dataset is not balanced: a balanced dataset has observations for each subject at all time 
points.  Given the nature of this study the majority of women who are indicated as 
missing from a data collection panel (particular from the panel 2 or panel 3) would be 
regarded as ‘drop-outs’ and treated as ‘loss to follow-up’3.  The remaining pattern 
variability observed in table 1 would be due to the exclusion criteria for analysis. 
Table 1: Distribution pattern of data (allowing for exclusions) 
Pattern Frequency Percent 
111 954 31.87 
11. 1110 37.09 
1.. 776 25.93 
.1. 59 1.97 
1.1 55 1.84 
.11 38 1.27 
..1 1 0.03 
 
It is first instructive to examine the baseline model of CPP with no covariates fitted.  
This model provides parameter estimates for both within-subject variance ( )ib  and an 
estimation of the intraclass correlation coefficient (ICC; )ρ ; that is, the correlation 
between the total residuals for CPP from any two panels of data.  The variance for the 
random effects component, on the log scale, was 1.21 (95% CI 0.99-1.42) which is quite 
large and, as such, suggests that the variability in the person-specific prevalence of CPP 
is considerable.  The ICC at 0.50 (95% CI 0.45-0.56) was also moderately large 
indicating the appropriateness of using models that adjust for subject-specific intercepts.  
The ICC also indicates that the degree of reliability of responses to CPP is satisfactory 
                                                 
3 During each panel of data collection some participants may not be contacted within the time frame.  
Attempts to contact these participants will occur in the successive panels.  However, if during the course 
of the study a participant withdrawals no further attempt for future interviews are undertaken.  These 
participants are regarded as ‘loss to follow up. 
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38.  A likelihood ratio (LR) test comparing the ICC of the panel data against a model 
were the ICC is assumed to be 0 (i.e., a logit model with an independent correlation 
structure) was highly significant 2(1)( 326.57; 0.001)pχ = < : providing support that for 
this data, at a minimum, a simple random-effects model is appropriate. 
 
Given that the dataset is longitudinal in nature it is important to determine whether the 
outcome variable CPP is dependent on time.  Whilst it is desirable that each interview 
be undertaken exactly 12 months apart (preferable to the day) this was frequently 
impossible.  A time covariate is added to the model denoting the number of days 
elapsed since the first interview.  The results from the LR test modelling time as a 
contributing factor for CPP compared to the base model was not significant 
2
(1)( 3.07; 0.080)pχ = = .  As such, time will not be included as a covariate in further 
models. 
 
As stated previously research has suggested that both dyspareunia and dysmenorrhoea 
are strongly associated with women reporting chronic pelvic pain.  Results from this 
study concur. When modelling CPP with both dyspareunia4 and dysmenorrhoea5 fitted 
to the model both covariates were significantly associated to CPP.  The Wald 6tests, 
testing the joint hypotheses for each of the covariates was: 
dyspareunia 2(2)( 125.41; 0.001)pχ = < ; dysmenorrhoea 
2
(2)( 60.21; 0.001)pχ = < .  These 
results suggest that the odds of reporting CPP for a woman who reports having 
dyspareunia relative to the same woman not reporting dyspareunia is 4.05 (95% CI 
3.17-5.17; when controlling for dysmenorrhoea).  Similarly, when controlling for 
dyspareunia, the odds of reporting CPP when a women reports dysmenorrhoea relative 
to when she does not report dysmenorrhoea is 2.41 (95% CI 1.92-3.03).  A test for any 
significant interaction effects between dysmenorrhoea and dyspareunia were not 
supported 2(4)( 4.85; 0.303)pχ = = .  In light of these results, to control for any 
confounding effects, all further models fitted will include dyspareunia and 
dysmenorrhoea as covariates.  Moreover, any likelihood ratio tests to determine models 
                                                 
4 Reference group was ‘sex, no pain’ 
5 Reference group was ‘period, no pain’ 
6 Likelihood ratio tests may not be appropriate techniques due to missing responses in the demographics 
variables across waves.  Assumptions of the test are violated when the samples differ. 
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with additional covariates will be compared to the baseline model including both 
dyspareunia and dysmenorrhoea. 
 
Demographic correlates 
A number of demographic covariates were modelled to determine if associations were 
present in this data.  The following covariates age, level of education, employment 
status, regional classification and relationship status were all fitted to the model as main 
effects.  A summary of these covariates is presented in table 2.  
Table 2: Summary statistics of the demographic covariates 
  Overall Between Within 
  Frequency Percent Frequency Percent Percent 
Education 
Less than 
secondarya 1347 22.07 666 22.25  
 Secondary 3033 49.69 1494 49.92  
 Post-secondary 1724 28.24 833 27.83  
 Total 6104 100 2993 100  
Employment Nonea 1603 26.28 1039 34.74 75.4 
 Part-time 2319 38.02 1397 46.71 75.49 
 Full-time 2177 35.69 1248 41.73 81.63 
 Total 6099 100 3684 123.17 77.54 
Rurality Citiesa 3070 50.95 1527 51.73  
 Regional 2663 44.2 1287 43.6  
 Remote 292 4.85 138 4.67  
 Total 6025 100 2952 100  
Relationship No 1165 19.09 707 23.62 76.14 
 Yesa 4939 80.91 2561 85.57 93.4 
 Total 6104 100 3268 109.19 89.67 
       
  Overall Between Within 
Age Mean 35.92     
 SD 8.87  8.98  0.73 
 Total 6104  2993  6104 
a Reference group for the covariates 
 
The information in table 2 indicates that the majority of women have at least a 
secondary education, were employed at the time of interview, tend not to live in remote 
areas and are currently in a relationship.  The information in table 2 also provides detail 
about within unit variations.  For example, those who report not being in a relationship 
tend to remain this way for 76% of the time interviewed.  Those who indicate they are 
in a relationship tend to remain this way for 93% of the time.  This suggests that those 
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who are in a relationship stay in a relationship whilst those not in a relationship seek to 
be in one.  The mean age of women in this study was approximately 36 years of age. 
 
An LR test testing the linearity of age of the logit scale (of CPP) was not significant 
2
(3)( 2.30; 0.512)pχ = =  and thus considered suitable to be fitted to a model in a 
continuous form.  Categories for each of the covariates and the reference group are 
denoted in table 2. Data for rurality and education were based on information provided 
at the initial interview due to little variation in the variables from respondents at other 
interview times.  Using Wald tests the results suggest that all of the demographics were 
not significantly associated with the reporting of chronic pelvic pain: age 
2
(1)( 1.93; 0.165)pχ = = , education 
2
(2)( 0.46; 0.796)pχ = = , employment 
2
(2)( 3.30; 0.192)pχ = = , region 
2
(2)( 0.87; 0.646)pχ = =  and relationship status 
2
(1)( 3.06; 0.080)pχ = = . 
Sexual forcing 
Table 3: Summary statistics of the sexual coercion covariates 
  Overall Between Within 
Coercion  Frequency Percent Frequency Percent Percent 
Ever Noa 4017 68.69 2045 71.23  
 Yes 1831 31.31 826 28.77  
 Total 5848 100 2871 100  
12 months Noa 5779 98.72 2863 99.55 99.02 
 Yes 75 1.28 67 2.33 46.3 
 Total 5854 100 2930 101.88 97.82 
a Reference group 
 
The data in table 3 highlight that the majority of women experiencing any sexual 
coercion experienced this prior to the initial interview.  More than 1 in 4 women 
reported ever experiencing sexual coercion. Less than 3% of women reported 
experiencing sexual coercion within the last twelve months of interview.  Given the low 
‘within women’ variability value (46.3%), this suggests that women reporting any 
sexual coercion within the last twelve months of being interviewed tended to only report 
this once.  The mean age of women who reported ever experiencing forced sex was 16.7 
(SD 6.58): however not all women provided an answer to this question (~4%). 
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When adding ‘ever’ experienced forced sex to the model as a main effect the results 
were significant: a woman reporting a history of experiencing forced sex was 
significantly more likely to report CPP compared to the same woman not reporting a 
history of coerced sex (OR 1.66; 95% CI 1.34-2.05).  The LR test comparing this model 
to the baseline model was also significant 2(1)( 21.54; 0.001)pχ = < .  However, when 
examining those reporting forced sex within the last twelves months as a main effect 
this covariate was not  a significant factor of CPP (OR 0.83; 95% CI 0.40-1.73). 
 
Sexual history 
The impact of a woman’s sexual history on the reporting of CPP is also explored.  
Summary statistics for these covariates are presented in table 4 (with reference groups 
for analysis indicated).  The majority of women in the study had reported having had 
sex: 99% of women reporting having had sex prior to the first interview.  Almost 1 in 6 
women had reported having sex prior to their 16th birthday: 75% of women had had sex 
before their 19th birthday.  There was no clear distinction in the lifetime number of 
heterosexual partners a woman had, however most women had reported only having one 
partner in the previous 12 months.  The mean number of partners reported by women 
was approximately 7 with moderate variation between women (SD = 9.56) yet little 
difference for each woman (SD = 0.20).  The majority of women had reported having 
sex in the previous four weeks prior to interview.  Approximately 90% of women who 
reported having sex within the last 4 weeks at any given interview were more likely to 
report having sex during the past four weeks at any other interview.  
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Table 4: Summary statistics of the sexual history covariates 
  Overall Between Within 
  Frequency Percent Frequency Percent Percent 
Ever had sex Noa 226 3.73 122 4.11 85.28 
 Yes 5830 96.27 2875 96.93 99.32 
 Total 6056 100 2997 101.05 98.75 
Age first sex <16 1020 17.53 492 17.15  
 16+a 4797 82.47 2377 82.85  
 Total 5817 100 2869 100  
Heterosexual partners 
(lifetime) 0 209 3.56 113 3.93 86.01 
 1-2 1650 28.12 841 29.27 98.04 
 3-4 1174 20.01 581 20.22 98.08 
 5-9 1390 23.69 692 24.09 99.43 
 10+a 1445 24.63 680 23.67 100 
 Total 5868 100 2907 101.18 98.37 
Heterosexual partners 
12m 0a 745 12.24 493 16.5 72.05 
 1 4804 78.92 2553 85.47 90.56 
 2+ 538 8.84 384 12.86 60.79 
 Total 6087 100 3430 114.83 84.56 
Heterosexual sex last 4 
weeks Noa 1470 24.15 963 32.24 70.13 
 Yes 4618 75.85 2487 83.26 89.32 
 Total 6088 100 3450 115.5 83.97 
a Reference group 
 
Test for linearity in the logit scale of CPP for the continuous covariates age at first sex  
2
(3)( 8.23; 0.042)pχ = =  and number of lifetime heterosexual partners 
2
(3)( 8.01; 0.046)pχ = =  were both rejected as such each covariate was modelled in 
categorical form (see table 4).  The covariates presented in table 4 were all entered into 
the model as main effects.  Wald tests results indicated that the following covariates had 
no observed effect on whether a woman reported CPP: the number of heterosexual 
partners during the previous twelve months 2(2)( 2.73; 0.256)pχ = =  or having sex 
during the previous four weeks 2(1)( 0.04; 0.839)pχ = = .  Significant main effects on 
CPP were observed for the following ever having sex, age at first sex, and number of 
partners.  If a woman reports having ever had sex compared to not having had sex the 
odds of CPP are 2.34 (95% CI 1.26-4.33); A woman who reported first having vaginal 
intercourse at an age under 16 compared to 16 or over had odds of reporting CPP at 
 15 
1.58 (95% CI 1.23-2.04); and Comparing a woman who had few heterosexual partners 
as the number of heterosexual partners increases so to do the odds of reporting CPP 
2
(4)( 12.37; 0.015)pχ = = . 
 
Sexually Transmitted Infections and sequelae 
Table 5: Summary statistics of ever having an STI  
  Overall Between 
STIa (ever)  Frequency Percent Frequency Percent 
Chlamydia No 5567 95.7 2743 95.88 
 Yes 250 4.3 118 4.12 
 Total 5817 100 2861 100 
Genital herpes No 5827 95.62 2863 95.82 
 Yes 267 4.38 125 4.18 
 Total 6094 100 2988 100 
Genital warts No 5589 91.82 2753 92.23 
 Yes 498 8.18 232 7.77 
 Total 6087 100 2985 100 
Syphilis No 5826 99.85 2864 99.83 
 Yes 9 0.15 5 0.17 
 Total 5835 100 2869 100 
Gonorrhoea No 5802 99.47 2853 99.51 
 Yes 31 0.53 14 0.49 
 Total 5833 100 2867 100 
Vaginosis No 5944 97.8 2913 97.78 
 Yes 134 2.2 66 2.22 
 Total 6078 100 2979 100 
Trichomoniasis No 5780 99.23 2840 99.2 
 Yes 45.00 0.77 23.00 0.80 
 Total 5825 100 2863 100 
PID No 5662 97.3 2790 97.52 
 Yes 157 2.7 71 2.48 
 Total 5819 100 2861 100 
Candida No 2388 39.18 1214 40.64 
 Yes 3707 60.82 1773 59.36 
 Total 6095 100 2987 100 
UTI No 3387 55.56 1678 56.18 
 Yes 2709 44.44 1309 43.82 
 Total 6096 100 2987 100 
a Reference group for all STIs is No 
 
 16 
Table 5 presents a breakdown of women reporting a history of having STIs.  STIs such 
as syphilis and gonorrhoea were quite rare (less than 1% of women) whereas women 
reporting candida or having a UTI was common.  Having a history of STIs have been 
attributed to women experiencing CPP.  Moreover, as STIs have also been reported to 
contribute to the acquisition of other STIs it seems appropriate to model the effects of 
an STI on CPP controlling for the presence of all other STI covariates.  At the 95% 
confidence level, the resulting model indicated three STIs significantly associated with 
reporting  CPP.  Wald tests for the reduced model with only the three significant STIs 
fitted (to the base model) are presented: pelvic inflammatory disease 
2
(1)(PID: 11.44; 0.001)pχ = < , candida 
2
(1)( 10.59; 0.001)pχ = = , and urinary tract 
infections 2(1)(UTI: 21.87; 0.001)pχ = < .  The odds of reporting CPP for each of the 
three significant STIs, when a woman reports the STI compared to the same woman not 
reporting the STI, are also noted: PID (OR 2.64; 95% CI 1.50-4.62), candida (OR 1.44; 
95% CI 1.16-1.80), UTI (OR 1.65, 95% CI 1.34-2.04).  The likelihood ratio test for this 
model (compared to the base model) was significant 2(3)( 64.77; 0.001)pχ = <  
 
Mental health: depression and anxiety 
The mental health conditions depression and anxiety have frequently been reported to 
be associated with CPP.  Information about ever being diagnosed with depression was 
taken only from responses in the first panel.  Table 6 provides summary results of the 
three mental health conditions addressed in the study.  Almost 1 in 4 women reported a 
history of ever being depressed with 10% of women reportedly taking medication prior 
to any interview panel.  A history of medication was not consistent within women with 
approximately 25% of women reporting to take medication at one interview but not 
others.  Overall, only 20% of all observations (n=6102) were women reporting no 
anxiety in the previous four weeks; 20% of observations where from women reporting 
being anxious ‘quite a lot’.  For all classifications of anxiety there was moderate 
instability between panels; this is not surprising given that the question refers to 
emotional problems during the four weeks prior to interview. 
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Table 6: Summary statistics of mental health conditions 
  Overall Between Within 
Mental health  Frequency Percent Frequency Percent Percent 
Depression (ever) No 4577 75.11 2277 76.2  
 Yes 1517 24.89 711 23.8  
 Total 6094 100 2988 100  
Depression (12m) No 5588 91.7 2818 94.31 97.06 
 Yes 506 8.3 305 10.21 74.08 
 Total 6094 100 3123 104.52 94.82 
Anxiety (last 4 weeks) Not at all 1252 20.52 955 31.92 59.53 
 Slightly 2249 36.86 1644 54.95 61.6 
 Moderately 1379 22.6 1108 37.03 54.61 
 Quite a lot 1222 20.03 938 31.35 58.64 
 Total 6102 100 4645 155.25 58.91 
 
When controlling for dyspareunia and dysmenorrhoea results for modelling the three 
mental health main effects were statistically significant.  If a woman reported a history 
of depression, the odds of reporting CPP was 1.98 (95% CI 1.58-2.49) compared to the 
same woman not reporting a history of depression.  Similarly, if a woman reported 
depression during the previous twelves months, compared to the same woman reporting 
no depression, the odds of reporting CPP was 1.60 (95% CI 1.16-2.20).  For women 
responding to the anxiety question the Wald test for the four levels of anxiety was 
significant 2(3)( 66.95; 0.001)pχ = < .  Compared to a woman reporting no anxiety the 
more anxiety the woman reported the greater the odds of reporting CPP: for being 
‘slightly’ bothered by emotional problems the odds were 1.59 (95% CI 1.22-2.06); 
‘moderately’ bothered 2.29 (95% CI 1.73-3.03) ‘quite a lot’ bothered 3.02 (95% CI 
2.27-4.02).  Given that depression and anxiety are frequently indicated as comorbid 
states it is appropriate to model the effects of these mental health conditions on CPP 
together.  The results (not shown) from this model ‘drops out’ depression in the last 12 
months.  Fitting a reduced model (sans depression during previous twelve months) the 
odds of reporting CPP for a woman with or without a history of depression is 1.70 (95% 
CI 1.35-2.13); when controlling for depression, for a woman reporting a one level 
increase in anxiety compared to the same woman reporting no anxiety the odds (on 
average) increase by 1.38 (95% CI 1.27-1.51). 
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It becomes intuitive to look at a model that incorporates all significant covariates, 
namely: dyspareunia, dysmenorrhoea, a history of coerced sex, ever having sexual 
intercourse, age at first intercourse, lifetime number of heterosexual partners, the three 
STIs (PID, candida, and UTI) and a history of depression and anxiety during the 
previous four weeks.  The results of this model suggest that the following covariates are 
not significantly associated with CPP7: lifetime number of heterosexual partners 
2
(3)( 6.09; 0.108)pχ = =  and age at first sex 
2
(1)( 3.05; 0.080)pχ = = .  These covariates 
are therefore removed from the model: further reanalysis of the model does not produce 
any other non-significant covariates.  An analysis of different quadrature points (in 
increments of 4) revealed that the results from the differing models converge when 20 
or more quadrature points are used.  The results of the final model using a 20 point 
adaptive Gauss-Hermite method are presented in table 7. 
Table 7: Final model fitting significant covariates of CPP 
  95% Confidence Interval  
 OR Lower Upper P 
Dyspareunia 3.30 2.58 4.22 0.000 
Dyspareunia (no sex) 1.30 0.94 1.79 0.11 
Dysmenorrhoea 2.06 1.63 2.59 0.000 
Dysmenorrhoea (no period) 2.13 1.54 2.94 0.00 
Forced sex (ever) 1.31 1.06 1.63 0.014 
Pelvic Inflammatory Disease (PID) 2.50 1.43 4.36 0.001 
Candida 1.35 1.08 1.68 0.009 
Urinary Tract Infection (UTI) 1.55 1.25 1.91 0.000 
Depression (ever) 1.38 1.10 1.74 0.006 
Emotional problems (4 weeks)     
Not at all reference    
Slightly 1.48 1.14 1.93 0.003 
Moderately 1.89 1.42 2.51 0.000 
Quite a lot 2.28 1.70 3.06 0.000 
( )2Ln υσ  0.82 0.56 1.07  
ρ  0.41 0.34 0.47  
 
                                                 
7 Ever having sex was automatically dropped due to collinearity 
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Discussion 
The results in table 7 highlight that CPP, in light of all other covariates, is strongly 
associated with both dyspareunia and dysmenorrhoea.  As such any future studies of 
CPP should control for the comorbid effects of these two conditions.  When controlling 
for the other covariates in the model the odds of a woman reporting CPP increases by 
3.30 when she also reports dyspareunia compared to not reporting dyspareunia and by 
2.06 when she reports dysmenorrhoea compared to not reporting dysmenorrhoea. 
 
Consistent with previous research the impact of a history of coerced sex on CPP is 
significant, however it is imperative that future research controls for other covariates.  
The prevalence of sexual abuse in this study was 28% which is comparable with 
previous research 19, 20.  Analysis of the association between a history of forced sex and 
CPP (controlling only for the effects of for dyspareunia and dysmenorrhoea) revealed an 
odds ratio of 1.66.  When controlling for all covariates (see table 7) the odds ratio was 
1.31.  The presence of the additional covariates resulted in a decrease in odds of almost 
30%.  These results highlight that whilst a history of being forced into having unwanted 
sex does impact on CPP it is not the only story.  Forced sex for most women was 
something experienced when they were young; for 90% of women this was experienced 
more than 5 years prior to being interviewed.  As such, it was not surprising that only a 
small number of women reported experiencing forced sex within the last twelve months.  
It is likely that this small data pool contribute to this covariate not being significant. 
 
Whilst research has identified associations between a history of forced sex and STIs 20, 
32 the results in table 7 highlight that even when controlling for women with a history of 
forced sex, PID, candida and UTI are all significantly associated with the reporting of 
CPP during the previous twelve months from each interview panel.  The magnitude of 
the odds ratio for a woman reporting CPP if she also reports a history of PID compared 
to a woman without (OR=2.50) is reflective of the research advocating the strong 
association between PID and CPP 11, 26.  The lack of any direct association between 
STIs such as chlamydia, gonorrhoea or trichomoniasis is surprising; however given the 
small number of women reporting these cases significant results would be unlikely. 
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Having a history of depression or anxiety were both significantly associated with CPP.  
However, despite this association, it is still difficult to distinguish the natural order of 
events leading to CPP, particularly for depression.  That is, does depression lead to the 
reporting of CPP or vice-versa?  Whilst Zondervan 12 contends that depression or 
‘reduced psychological well-being’ could be a potential cause of pain (i.e, CPP) in the 
present analysis it is difficult to determine anything other than an association.  Similar 
questions could be raised about the association between emotional problems (i.e, 
anxiety) and CPP.  However, with the current data, it becomes apparent that the more 
emotional problems a woman has experienced during the past four weeks the odds for 
reporting CPP also increases.  The odds of reporting CPP increased by 48% when 
comparing a woman who reports ‘not at all’ bothered by emotional problems to the 
same woman reporting being ‘slightly’ bothered; a further increase of 27% in the odds 
if a woman reported being ‘moderately’ bothered compared to the same woman 
reporting being ‘slightly’ bothered.  The odds increased a further 20% if a woman 
reported being bothered ‘quite a lot’ compared to being ‘moderately’ bothered.  These 
increases in the odds ratios are all significant except in the last comparison. 
 
This study concurs with a number of the studies reporting on CPP 3, 10, 11, 24 but the 
information presented in the final model should be interpreted with caution given the 
unbalanced nature of the data.  The modelling of information used in unbalanced data is 
derived from estimating the association between the covariates fitted to the model and 
the outcome (CPP) by combining within-subject and between-subject effects 40.  
Caution is necessary as it is assumed that the strength of association for within-subject 
effects and between-subject effects are the same.  Furthermore, although the random-
effects variance component of the final model was 0.82 (95% CI 0.56-1.07), and could 
be considered large, this was a 46% reduction compared to the model with CPP only.  
This indicates that the variability in the person-specific prevalence of CPP is 
considerable.  However, given that estimated ICC is 0.41 the results presented should 
still be considered valid. 
 
Unlike many of the previous studies of CPP, which are cross-sectional in design, this 
study is longitudinal.  Longitudinal studies are dynamic processes and as such provide 
more intuitive information about change and causal effects.  The methods implemented 
in this study were chosen to address individual changes across time (i.e., random 
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effects) and not population changes (i.e., marginal models).  Unfortunately, given that 
the sample consists primarily of adult women, this time-span is potentially too small for 
subject-specific variation within covariates to occur.  That is, the incidence rate for 
particular events such as sexual forcing in the last twelve months or depression in the 
last twelve months means many years of observation are required before enough events 
have occurred to adequately model changes.  Although historical data were collected at 
the first interview information in the present study only spans three interview panels – 
these undertaken at yearly intervals.  The analysis presented here would therefore 
benefit from information being collected across more panels and it is believed that the 
additional data would better illuminate causal patterns of CPP. 
 22 
Reference 
[1] Hudson T. Chronic pelvic pain Part I: Prevalence, etiology, diagnosis. Townsend 
Letter: The Examiner of Alternative Medicine. 2006: 72(5). 
[2] Mathias SD, Kuppermann M, Liberman RF, Lipschutz RC, Steege JF. Chronic 
pelvic pain: Prevalence, health-related quality of life, and economic correlates. 
Obstetrics & Gynecology. 1996;87: 321-27. 
[3] Latthe P, Mignini L, Gray R, Hills R, Khan K. Factors predisposing women to 
chronic pelvic pain: Systematic review. British Medical Journal. 2006;332: 749-55. 
[4] Williams REP, Hartmann KEMDP, Steege JFMD. Documenting the current 
definitions of chronic pelvic pain: Implications for research. Obstetrics & Gynecology. 
2004;103: 686-91. 
[5] Sanfilippo JS, Black A. Adolescent pelvic pain. Best Practice & Research 
Clinical Obstetrics & Gynaecology. 2003;17: 93-101. 
[6] Zondervan KT, Yudkin PL, Vessey MP, Dawes MG, Barlow DH, Kennedy SH. 
Prevalence and incidence of chronic pelvic pain in primary care: Evidence from a 
national general practice database. The British Journal of Obstetrics and Gynaecology. 
1999;106: 1149-55. 
[7] Fall M, Baranowski AP, Fowler CJ, et al. EAU guidelines on chronic pelvic 
pain. European Urology. 2004;46: 681-89. 
[8] Zondervan KT, Yudkin PL, Vessey MP, et al. The community prevalence of 
chronic pelvic pain in women and associated illness behaviour. British Journal of 
General Practice. 2001;51: 541-7. 
[9] American College of Obstetricians and Gynecologists. Pelvic pain: Patient 
education. 2006. 
[10] Pitts MK, Ferris JA, Smith AMA, Shelley JM, Richters J. Prevalence and 
correlates of three types of pelvic pain in a nationally representative sample of 
Australian women. Medical Journal of Australia. 2007. 
[11] Haggerty CL, Peipert JF, Weitzen S, et al. Predictors of chronic pelvic pain in an 
urban population of women with symptoms and signs of pelvic inflammatory disease. 
Sexually Transmitted Diseases. 2005;32: 293-9. 
[12] Zondervan KT, Cardon LR, Kennedy SH, Martin NG, Treloar SA. Multivariate 
genetic analysis of chronic pelvic pain and associated phenotypes. Behavior Genetics. 
2005;35: 177-88. 
[13] Rapkin AJ, Morgan ML. Chronic pelvic pain. In: Wingood GM, DiClemente RJ, 
eds. Handbook of women's sexual and reproductive health. New York, US: Kluwer 
Academic/Plenum Publishers; 2002:472 p., Hardcover. 
[14] Stones W, Cheong Y, Howard F. Interventions for treating chronic pelvic pain in 
women. Cochrane Database of Systematic Reviews. 2005. 
[15] Moore J, Kennedy S. Causes of chronic pelvic pain. Best Practice & Research 
Clinical Obstetrics & Gynaecology. 2000;14: 389-402. 
[16] Grace VM, Zondervan KT. Chronic pelvic pain in New Zealand: Prevalence, 
pain severity, diagnoses and use of the health services. Australian and New Zealand 
Journal of Public Health.28: 369-75. 
[17] Jewkes R, Abrahams N. The epidemiology of rape and sexual coercion in South 
Africa: An overview. Social Science & Medicine. 2002;55: 1231-44. 
[18] Choi K-H, Binson D, Adelson M, Catania JA. Sexual harassment, sexual 
coercion, and HIV risk among U.S. adults 18-49 years. AIDS and Behavior. 1998;2: 33-
40. 
 23 
[19] World Health Organisation. Sexual violence: Facts. World Health Organization; 
2002:1-2. 
[20] de Visser RO, Smith AM, Rissel CE, Richters J, Grulich AE. Sex in Australia: 
Experiences of sexual coercion among a representative sample of adults. Australian and 
New Zealand Journal of Public Health. 2003;27: 198-203. 
[21] Randolph ME, Reddy DM. Sexual functioning in women with chronic pelvic 
pain: The impact of depression, support, and abuse. Journal of Sex Research. 2006;43: 
38-45. 
[22] Reed BD, Haefner HK, Punch MR, Roth RS, Gorenflo DW, Gillespie BW. 
Psychosocial and sexual functioning in women with vulvodynia and chronic pelvic 
pain: A comparative evaluation. Journal of Reproductive Medicine. 2000;45: 624-32. 
[23] Reiter RC, Gambone JC. Demographic and historic variables in women with 
idiopathic chronic pelvic pain. Obstetrics & Gynecology. 1990;75: 428-32. 
[24] Lampe A, Solder E, Ennemoser A, Schubert C, Rumpold G, Sollner W. Chronic 
pelvic pain and previous sexual abuse. Obstetrics & Gynecology. 2000;96: 929-33. 
[25] Randolph ME, Reddy DM. Sexual abuse and sexual functioning in a chronic 
pelvic pain sample. Journal of Child Sexual Abuse. 2006;15: 61-78. 
[26] Ness RB, Randall H, Richter HE, et al. Condom use and the risk of recurrent 
pelvic inflammatory disease, chronic pelvic pain, or infertility following an episode of 
pelvic inflammatory disease. American Journal of Public Health. 2004;94: 1327-29. 
[27] Ghaly AFF, Chien PFW. Chronic pelvic pain: Clinical dilemma or clinician's 
nightmare. Sexually Transmitted Infections. 2000;76: 419-25. 
[28] Doherty L. Increases in sexually transmitted infections - a challenge for sexual 
health promotion. The Journal of the Royal Society for the Promotion of Health. 
2003;123: 8. 
[29] Nusbaum MRH, Wallace RR, Slatt LM, Kondrad EC. Sexually transmitted 
infections and increased risk of co-infection with Human Immunodeficiency Virus. 
Journal of the American Osteopathic Association. 2004;104: 527-35. 
[30] Grulich AE, de Visser RO, Smith AM, Rissel CE, Richters J. Sex in Australia: 
Sexually transmissible infection and blood-borne virus history in a representative 
sample of adults. Australia and New Zealand Journal of Public Health. 2003;27: 234-
41. 
[31] Fenton KA, Mercer CH, Johnson AM, et al. Reported sexually transmitted 
disease clinic attendance and sexually transmitted infections in Britain: prevalence, risk 
factors, and proportionate population burden. The Journal of infectious diseases. 
2005;191 Suppl 1: S127-38. 
[32] Kelly P, Koh J. Sexually transmitted infections in alleged sexual abuse of 
children and adolescents. Journal of Paediatrics & Child Health. 2006;42: 434-40. 
[33] Walling MK. Sexual abuse and family models of pain/illness in the development 
of chronic pelvic pain. Dissertation Abstracts International: Section B: The Sciences 
and Engineering; 1995. 
[34] Weiss EL, Longhurst JG, Mazure CM. Childhood sexual abuse as a risk factor 
for depression in women: Psychosocial and neurobiological correlates. The American 
Journal of Psychiatry. 1999;156: 816-28. 
[35] Singer JD, Willett JB. Applied longitudinal data analysis: Modeling change and 
event occurrence. New York: Oxford University Press; 2002. 
[36] Twisk JWR. Applied longitudinal data analysis for epidemiology : A practical 
guide. New York: Cambridge University Press; 2003. 
[37] Verbeke G, Molenberghs G. Linear mixed models for longitudinal data. New 
York: Springer; 2000. 
 24 
[38] Rabe-Hesketh S. Multilevel and longitudinal modeling using Stata. College 
Station, Tex.: StataCorp LP; 2005. 
[39] Diggle P, Liang K-Y, Zeger SL. Analysis of longitudinal data. Oxford: 
Clarendon Press; 1994. 
[40] Forbes A, Carlin J. Longitudinal and correlated data. Methods for discrete data: 
GEE and non-linear mixed models (Module 5). Victoria: Biostatistics Collaboration of 
Australia; 2007:150-79. 
[41] StataCorp. Stata statistical software. Release 10 edn. College Station, Texas: 
Stata Press publication; 2005. 
[42] Stata Corporation. Stata longitudinal/panel data : reference manual : release 10 
College Station, Texas: Stata Press; 2007. 
[43] Smith AM, Pitts MK, Shelley JM, Richters J, Ferris J. The Australian 
longitudinal study of health and relationships. BMC Public Health. 2007;7: 139. 
[44] Smith AM, Rissel CE, Richters J, Grulich AE, de Visser RO. Sex in Australia: 
The rationale and methods of the Australian Study of Health and Relationships. 
Australia and New Zealand Journal of Public Health. 2003;27: 106-17. 
 
 
 
